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Abstract 
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Young children with sensory processing issues in the classroom can experience a feeling of 
disconnect in receiving sensory stimuli with which the child, parent and teacher may not 
understand nor be able to cope.  Such an issue could hinder early educational success.  A joint 
research study between East Carolina University’s Department of Occupational Therapy and The 
Oakwood School determined if children’s sensory processing abilities could be enhanced to 
better attend and thereby improve academic and social functioning in the kindergarten 
classroom.  Researchers implemented the Alert Program® for Self-Regulation by following tier 
one and tier two of the Response to Intervention model (RtI) in two kindergarten classrooms. 
The Alert Program® was developed by two occupational therapists and is based on A. Jean 
Ayres sensory integration approach.  The study was implemented for six months using weekly 
small group (60 minutes) activities and daily center time activities (approximately 10 minutes). 
The study answered the following research questions: 1) will kindergarteners demonstrate 
improved function in the academic and social function in a kindergarten classroom than the 
control group kindergarteners who did not receive the RtI model with the Alert Program® for 
  
 
 
Self-Regulation as assessed by the School Function Assessment (SFA); and, 2) will kindergarten 
students improve more in their ability to regulate their arousal state when shown how to use age 
appropriate Alert Program® for Self-Regulation activities and strategies than the control group 
as assessed by the Sensory Profile- Short Form and  the Sensory Processing Measure (SPM) - 
Home and Classroom Forms. 
A two group non-randomized controlled trial using a pre-test post-test design was used 
between kindergarten classes from two different schools.  Scores were compared between the 
experimental and control groups using the three afore mentioned assessments. Statistical analysis 
demonstrated significant changes within the SFA-Part III Activity Performance Cognitive 
/Behavioral Tasks.  The experimental group significantly improved in five of the nine areas and 
the control group had only one significant change that reflected a significant negative change in 
the post-test mean score. For the SPM-Classroom Form scores, both the experimental and the 
control group made significant improvements in over half of the eight areas assessed.  The SPM-
Home Form indicated significant findings in three of the eight areas for the control group and 
one of the eight areas for the experimental group.  The Sensory Profile - Short Form was used 
only by the experimental group, and indicated significant changes in two of its eight areas.   This 
study supports the fact that the Alert Program® can be used successfully within a kindergarten 
classroom to change classroom behaviors and increase appropriate arousal states.  This study 
lays the foundation for further research in ways to regulate young students’ levels of arousal for 
learning and basic functioning in the academic and social aspects of a classroom.   
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CHAPTER 1: INTRODUCTION 
 For many children with sensory processing issues, carrying out everyday activities can be 
challenging and frustrating.  The disconnect in receiving sensory stimuli and processing such 
stimuli can lead to difficulties for children and their caregivers in regulating emotions, following 
directions, or activities of daily living such as eating or dressing.  These issues can manifest 
themselves through children seeking out sensory stimuli, becoming too alerted, or too calm by 
not appropriately responding to sensory stimuli.  Children with sensory processing issues need to 
learn and practice techniques that allow them to recognize their different levels of arousal.  These 
children also need to learn how to use activities and strategies to control their behavior, learn 
new skills, interact with others and the environment, express their feelings, and attend to 
learning.  The Alert Program® is such a program that teaches both children and adults to 
recognize their state of alertness and how to use alerting or calming strategies to regulate their 
emotions and body movements (Therapy Works, Inc., 2010). 
 Such concepts can be directly applied by occupational therapists working with young 
children.  Even if children do not have diagnosed sensory needs, the concepts in the Alert 
Program® can be utilized with school-aged children to optimize classroom participation and 
outcomes when working with young children.  As play is the main occupation for children, 
occupational therapists can apply these concepts of the Alert Program® within play interventions 
that are meaningful to the child to achieve optimum performance.   
Purpose of the Study 
The purpose of this joint research study between East Carolina University’s Department of 
Occupation Therapy and The Oakwood School was to see if activities and strategies from the 
Alert Program® enhanced kindergarten sensory processing abilities to attend in the classroom 
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for learning.  The study also addressed if young children could begin to identify specific Alert 
Program® activities and strategies that would help their level of alertness to be successful in the 
classroom.  Specifically, the hypotheses were as follows: 
• Following six months of using the Alert Program® for Self-Regulation in weekly small 
group activities and daily center time activities in first tier and second tier of the 
Response to Intervention (RtI) model, students will improve their ability to regulate their 
arousal state for learning.   The improvement will be reflected in better academic and 
social function in a kindergarten classroom, measured using the School Function 
Assessment, compared to the control group not receiving Alert Programming in the RtI 
model. 
• Following six months of using the first and second stages of the Alert Program® for Self-
Regulation in weekly small group activities and daily center time activities, kindergarten 
students will improve more in their ability to regulate their arousal state when shown how 
to use age appropriate Alert Program activities and strategies than kindergarten students 
who did not receive the Alert Program® for Self-Regulation as assessed by the Sensory 
Profile – Short Form and the Sensory Processing Measure (Home and Classroom). 
  
CHAPTER 2: LITERATURE REVIEW 
Sensory Integration 
Sensory integration is the innate ability of humans to receive a physical stimulus, by 
sight, touch, taste, smell, sound, or movement, translate that stimulus into a neural transmission, 
and then appropriately perceive that sensation.  In young children who have difficulty with 
regulating this sensory information, something goes awry in the time between translating the 
stimulus into an impulse and perceiving that sensation.  Such difficulty can negatively affect 
development and functional abilities in behavioral, emotional, cognitive, and motor domains 
(Ahn, Miller, Milberger, & McIntosh, 2004). 
Concepts in neuroscience provide a background for understanding how the sensory 
receptors receive information and transmit sensory stimuli, how the central nervous system 
interprets this sensory information, and how that information is used to create and control motor 
output (Dunn, 1997).  Modulation, the nervous system’s ability to supervise and adjust 
information with the goal of generating an appropriate motor and sensory response, is an 
important piece of sensory processing.  According to authors Lane, Lynn, and Reynolds (2010), 
“the term modulation can be applied to any act that produces change or adjustment with the 
intent to match a biological, social, or contextual condition” (p. CE-1).   
The key processes related to modulation are habituation and sensitization.  Habituation 
refers to the central nervous system’s ability to recognize repeated sensory stimuli and adjust the 
body’s response so that there is not a need to continually respond to said stimuli (Dunn, 1997).  
Habituation allows a child to become accustomed to repeated sensory stimuli, such as the feeling 
of clothing tags, so that they may attend to playing and learning. Sensitization refers to the 
body’s ability to recognize a certain stimuli as important or potentially harmful and adjust the 
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body’s response to a more alert state (Dunn, 1997).  Sensitization allows a child to become aware 
of certain stimuli, such as the heat from a stove, and move their hand away from the harmful 
burner.  In order for the central nervous system, and therefore the child, to process modulation 
functionally, it must be able to regulate the patterns between habituation and sensitization.  If a 
child does not have the ability to modulate, there exists an imbalance between the two – a child 
may be overly excitable, hyperactive, and hypersensitive (too much sensitization) or lethargic, 
inattentive, and perhaps hyposensitive (too much habituation) (Dunn, 1997).  It is important to 
note that it is normal for the patterns of habituation and sensitization to change throughout the 
day in response to different situations, allowing for differing levels of arousal (Dunn, 1997).  
These concepts lay the foundation for meeting the sensory needs of children with processing 
difficulties through occupational therapy and for establishing the model which shapes the Alert 
Program®. 
Sensory integration therapy has been used in a variety of settings for treating children and 
adults with such disorders as autism, intellectual disabilities, and other profound handicaps 
(Smith, Press, Koenig, & Kinnealey, 2005).  Sensory integration therapy involves the following 
characteristics: active participation of the client, client-directed activity, individualized treatment, 
purposeful activities that require an adaptive response, and organization and treatment provided 
by a trained therapist (Smith et al., 2005).   Such therapy uses planned and controlled sensory 
input to stimulate and organize vestibular, proprioceptive, and tactile sensory systems to elicit an 
adaptive response that meets the child’s neurological needs (Ayres, 1972).  The purpose is to 
create a calm state of arousal that optimizes learning and decreases inappropriate sensory 
behaviors.   
  
5 
 
Using the sensory integration approach to therapy, a case study (Schaaf & Nightlinger, 
2007) was used to examine the effectiveness of such therapy on a boy with sensory processing 
disorder, specifically sensory modulation disorder in overresponsivity.  Overresponsivity refers 
to a child who cannot properly modulate the process of sensitization, therefore becoming 
overresponsive to sensory stimuli.  The child was previously diagnosed with sensory modulation 
disorder and referred to occupational therapy to address specific needs such as expressive 
language, motor development, and social/emotional development (Schaaf & Nightlinger, 2007).  
Following ten months of direct, child-centered sensory integrative therapy, the child 
demonstrated notable improvements in areas such as motor planning, vestibular gross motor 
play, social development, and fine motor play (Schaaf & Nightlinger, 2007).  The child also 
exhibited decreased tactile and vestibular overresponsivity as evidence by his tolerance of oral-
motor stimulation, increased food tolerance, and enjoyed a variety of sensorimotor activities both 
at therapy and at home (Schaaf & Nightlinger, 2007).  This study demonstrates the effectiveness 
of using a sensory integrative approach in working with young children, specifically in 
occupational therapy. 
Additionally, the effects of sensory integration intervention were studied on self-
stimulating and self-injurious behaviors in children and adolescents with pervasive 
developmental delay and mental retardation (Smith, Press, Koenig, & Kinnealey, 2005). Using 
an experimental group of seven children ages 8 to 19, the researchers compared the frequency of 
self-stimulating behaviors following either sensory integration therapy or tabletop activity 
intervention.  Smith et al. (2005) found that self-stimulating behaviors were significantly reduced 
by 11% one hour following sensory integration therapy as compared to simple tabletop activity 
intervention.  Activities that were primarily tactile, vestibular, and proprioceptive appeared to be 
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most beneficial in reducing self-stimulatory behavior when compared to the control group (Smith 
et al., 2005).  Although there was no change immediately following either intervention, delayed 
results were observed by both the teachers and the researchers.  It was hypothesized and proven 
that the reduction of these behaviors created a calm alert stage which allowed for an optimal 
learning environment (Smith et al., 2005).  The findings of this study suggest that there is a need 
for more long-term research to examine the results of sensory integration therapy. 
Sensory integration dysfunction has also been researched for its effects on the play habits 
of young children.  One such study specifically addressed the effect sensory processing disorder 
has on playfulness and the effect of sensory integrative intervention on playfulness (Bundy, Shia, 
Qui, & Miller, 2007).  The researchers examined 20 children who had been identified as having 
sensory processing disorder and 20 children who were identified as typically developing.  These 
groups were compared against one another in both sensory levels as measured using the Short 
Sensory Profile (SSP) and in level of playfulness using the Test of Playfulness (ToP) (Bundy et 
al., 2007).  The researchers found that while the children who were typically developing scored 
significantly higher on the ToP than the children with sensory processing disorder; the mean 
score of the group with SPD was equivalent to the sample scores provided by the standardized 
ToP (Bundy et al., 2007).  This suggests that both groups were relatively playful.  Additionally, 
the researchers found that there was no significant difference in level of playfulness as measured 
by the ToP following SI intervention (Bundy et al., 2007).  The researchers acknowledge the 
limitations of their study, being that the variable play was used and play is difficult to control and 
that small numbers were used.  Further implications for research suggest the need to study both 
the play of children with SPD, specifically sensory modulation disorder, and the effectiveness of 
intervention on play skills. 
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Miller, Coll, and Schoen (2007) examined the effectiveness of occupational therapy using 
a sensory integration approach with children with sensory modulation disorders as compared to 
other treatment approaches.  Using a sample size of 24 children, participants were randomly 
sorted into three particular groups – a sensory integration group, a table top activities group, and 
a control group that received no treatment (Miller et al., 2007).  For ten weeks, the children in the 
sensory integration group met twice a week to participate in child-led, sensory-based, 
manualized session to focus on attaining occupational therapy goals (Miller et al., 2007).  In this 
particular group, the parents of the involved children were active participants in therapy and 
guided the priorities of the goals (Miller et al., 2007).  The second group engaged in table top 
activities such as arts and crafts, puzzles, and blocks and the activities were designed and 
implemented by non-occupational therapy staff members and graduate students who had 
experience with young children (Miller et al., 2007).  For this second treatment group, parents 
were not involved with the therapy nor educated regarding intervention (Miller et al., 2007).  The 
last treatment group was a passive control group – children on the waiting list for sensory 
integrative occupational therapy (Miller et al., 2007).  Several assessments were used to measure 
the level of progress following the treatment – the Leiter International Performance Scale-
Revised: Parent Rating Scale, the Short Sensory Profile, the Vineland Adaptive Behavior Scale, 
the Child Behavior Checklist, and goal attainment scaling.  Following the treatment, the children 
in the sensory integration group made significant changes as compared to the table top activities 
group and the control group on the goal attainment scaling and on Attention and 
Cognitive/Social composite on the Leiter: Parent Rating Scale (Miller et al., 2007).  In addition, 
trends towards significance were also found on the Internalizing portion of the Child Behavior 
Checklist and on the total score of the Short Sensory Profile (Miller et al., 2007).  The findings 
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of this study, although small in sample size, suggest that children who receive sensory 
integration-based occupational therapy may have greater success in minimizing difficulties 
associated with sensory modulation disorders. 
The Alert Program® 
For this research study, the Alert Program® was used to examine the effectiveness of A. 
Jean Ayres’ sensory integrative therapy on occupational therapy and kindergarten curriculum 
outcomes.  A brief overview of the Alert Program® is necessary in order to outline specific 
strategies.  The Alert Program® was developed by occupational therapists Sherry Shellenberger 
and Mary Sue Williams as a school-based program to help modulate the behaviors of children 
and adolescents (Therapy Works, 2010).  Using the idea of an engine, the program suggests 
children to imagine their body is like a car engine – is it running too high, too low, or just right?  
Along with identifying how their body is behaving, children are taught strategies to either change 
or maintain their level of alertness.  As addressed previously, maintaining a level of calm 
alertness is most beneficial to optimum learning abilities. 
A basic understanding of the levels of the Alert Program® is needed to understand the 
process of this study.  Stage One of the Alert Program® focuses on introducing the basic 
concepts of the program and includes the following steps: 
a. Reinforce student/teacher understanding of engine words. 
b. Reinforce teacher/adult understanding of their own engine levels. 
c. Children develop beginning awareness of the feel of their own engine speeds, 
using the adult’s labels as guides. 
d. Children learn to identify and label alertness levels for themselves with adult 
assistance. 
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e. Teachers/adults label their own engine levels. 
f. Children begin to label engine levels for themselves outside the classroom with 
adult assistance. 
Stage Two of the program focuses on experimenting with methods to change engine 
speeds and includes the following steps: 
a. Children continue to learn and review Stage 1 concepts. 
b. Researchers introduce sensorimotor methods/Alert Program® strategies to change 
engine levels. 
c. Researchers identify children’s sensorimotor methods/Alert Program® strategies 
preferences and sensory hypersensitivities. 
d. Children begin experimentation with choosing sensorimotor methods/Alert 
Program® strategies to change their engine levels (with adult assistance as 
needed). 
Finally, Stage Three of the program focuses on the child regulating their own engine 
speeds and includes the following steps: 
a. Children choose strategies independently. 
b. Children use those strategies independently outside of treatment sessions. 
c. Children learn how to change engine levels when options are limited. 
d. Children continue receiving occasional support. 
According to Williams and Shellenberger (1996), a student need not progress through the 
entire Alert Program® to benefit.  Typically, only children who are eight years or older can 
regulate their arousal state without adult supervision (Williams and Shellenberger, 1996).  Given 
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that the students in this research study were six years old and younger, only Stages One and Two 
were implemented. 
The Alert Program® has primarily been used in schools to examine the program’s 
effectiveness.  It has been used collaboratively with classroom-based curriculum in a middle 
school special education class and with kindergarten, first, and second grade students to help 
teach social skills (Barnes, Vogel, Beck, Schoenfeld, & Owen, 2008).  Children in both studies 
showed progress in self-awareness, problem solving, self-regulation strategies, and social skills.  
A small study examined the effectiveness of the Alert Program® in three elementary aged boys 
with a special education classification of emotional disturbance with low-normal intelligence 
ranges (Barnes, Schoenfield, Garza, Johnson, & Tobias, 2005).  Three assessments, the Piers-
Harris Children’s Self-Concept Scale, the Devereux Behavior Rating Scale – School Form, and 
the Sensory Profile, were used before and after implementing the Alert Program® in the 
classroom for one semester (Barnes et al., 2005).  A fourth tool used was a behavior checklist, 
used in the classroom three days a week for one hour periods to monitor the students’ frequency 
of classroom behaviors (Barnes et al., 2005).  Following the implementation of the Alert 
Program® three days a week, the three students showed some improvement, although the authors 
caution that they cannot determine if this was the direct effect of the program or from other 
interventions based in the classroom (Barnes et al., 2005).  One of the three students had 
significant improvement on the Devereux Behavior Rating Scale – School Form, one of the three 
students had significant improvement on the Piers-Harris Children’s Self-Concept Scale, and a 
different students had a significant improvement on the Sensory Profile, reducing their areas of 
“definite or probable differences: from six to two (out of a possible nine areas) (Barnes et al., 
2005).  The authors of this study concluded that while the effect of the Alert Program® was 
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difficult to determine, they learned that the Sensory Profile was a useful tool in determining 
outcomes following the intervention (Barnes et al., 2005).  The authors also agreed the Alert 
Program® would best be implemented in a whole classroom setting with teacher collaboration 
(Barnes et al., 2005).  These results were not statistically analyzed though their clinical 
significance was noted.  Although the researchers acknowledged the small changes, the results 
showed that the Alert Program® can be a beneficial tool to help children recognize their own 
feelings and abilities, and then make the appropriate changes necessary to regulate behavior.  
Such a study lends itself to further research regarding the effectiveness of the Alert Program® on 
specific outcomes. 
The aim of one particular study was to integrate an occupational therapy-based program 
into a typical kindergarten classroom.  Previous research has shown that this method can be 
effective in improving kindergartener’s fine motor and emergent literacy skills in a classroom 
that serves both children with and without disabilities (Bazyk, Michaud, Goodman, Papp, 
Hawkins, Welch, 2009).  This particular study examined the effectives of integrating 
occupational therapy services with all children regardless of ability into a kindergarten classroom 
by linking fine motor and literacy concepts to the classroom curriculum (Bazyk et al., 2009).  
Following seven months of embedded occupational therapy, the study found that children 
without disabilities made significant improvements in both fine motor skills (as measured by the 
Fine Motor Quotient of the Peabody Developmental Motor Scales-2 and subtests of the Visual 
Motor Integration Test) and in emergent literacy skills (as measured by subtests of the 
Observation Survey of Early Literacy Achievement and subtests of the Approximation to Texts) 
as indicated by increased scores in all eight measures (Bazyk et al., 2009).  The children with 
disabilities made significant improvements in two of the fine motor assessments and three of the 
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emergent literacy tests (Bazyk, 2009).  The class as a whole made statistically significant 
changes in all eight of the measures (Bazyk, 2009).  Although there was no control group, and 
the authors of this study acknowledged that limitation, this study points out the ability to 
integrate occupational therapy-based concepts and practices into a classroom with success.  Such 
integration can be made possible by the implementation of such practices as the Response to 
Intervention (RtI) model. 
Response to Intervention 
 According to the National Association of State Directors of Special Education 
(NASDSE), Response to Intervention (RtI) is “the practice of providing high-quality 
instruction/intervention matched to student needs and using learning rate over time and level of 
performance to make important education decisions” (American Occupational Therapy 
Association [AOTA], 2008).  An educational model, RtI uses a multi-tiered approach to identify 
students with needs while at the same time, providing assistance to all students to achieve higher 
levels of learning.  The three-tiered model begins at Tier 1, with universal intervention applied to 
the entire student population, and is called the core instruction (AOTA, 2008).  Using the entire 
class, teachers and therapists will provide screening and education to determine whether or not 
students are learning at the appropriate level.  After a period of time, Tier 2 is implemented, in 
which targeted intervention for identified students will be initiated to assist those children in 
reaching the expected level of performance (AOTA, 2008).  Tier 3 is intended for those children, 
who after this targeted, small-group intervention, still require one-on-one intervention past the 
level of remediation (AOTA, 2008). 
 The RtI model fits in well with the Occupational Therapy Practice Framework and is 
well-suited to be integrated into classroom.  In the domain of context in Tier 1 of RtI, 
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occupational therapists can provide sensory materials to be used for all students requiring a 
sensory break or modify classroom rules to allow for the students to practice self-regulating and 
modulation strategies (Cahill, 2007).   For Tier 2, performance skills and performance patterns 
are taken into consideration as occupational therapist may create small groups to focus on certain 
skills, such as sensory over-responsivity (Cahill, 2007).  Overall, the purpose of implementing 
the RtI approach is to allow for recognition of at-risk students within the classroom and avoid 
students “slipping through the cracks” by not being identified properly.  Targeting the whole 
classroom and providing both screening and intervention allows for support to both the teachers 
and the students. 
 A suburban school district in central Texas carried out a pilot study examining the 
effectiveness of implementing the RtI model in elementary schools (Reeder, Arnold, Jeffries, 
McEwen, 2011).  Occupational therapists, physical therapists, speech language pathologists, and 
school psychologists, along with teachers and administrators, were all involved in the four-step 
process: a) administering a screening tool; b) educating teachers and staff about the process; c) 
providing resources and strategies for identified at-risk students; and d) referring those identified 
students to special education and related services (Reeder et al., 2010).  Using the screening tool, 
FirstSTEP, the areas of language, cognition, fine motor, and gross motor (each administered by 
their respective therapist) were screened with 60 pre-kindergarten students (Reeder et al., 2010).  
Out of those 60 students, eight were identified as “unable to cooperate,” and four were identified 
as “at-risk” for developmental delay (Reeder et al., 2010).  Three of those four at-risk students 
were able to pass the screening tool at a follow-up in three months time, and those identified as 
“unable to cooperate” completed and passed the FirstSTEP six weeks later (Reeder et al., 2010).  
At the follow-up visit, the remaining student was able to pass the motor sections, but not the 
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language or cognition sections despite specific interventions recommended by the speech 
language pathologist (Reeder et al., 2010).  Subsequently, the student was referred to special 
education services for formal evaluation (Reeder et al., 2010).  Besides the outcome of 
identifying a child with special education needs, this study reported that implementing the RtI 
model into their elementary schools allowed teachers and staff to better recognize the role of 
occupational therapy, physical therapy, and speech language therapy in education as well as 
foster a working relationship between the staff and special education services (Reeder et al., 
2010). 
 Additionally, the RtI model was used successfully to identify a general education student 
whose fine motor difficulties were impacting her academic performance.  A first grader was 
identified using Tier 1 of the RtI model as having fine motor concerns by a screening tool and 
clinical observations.  The student’s concerns were difficulty copying words, difficulty 
maintaining appropriate spacing between words, difficulty cutting with scissors, and becoming 
physically overwhelmed with the task of writing (Clark, Brouwer, Schmidt, Alexander, 2008).  
After having been identified with these needs, the student was placed in a small group three to 
four times a week focusing on handwriting skills, Tier 2 (Clark et al., 2008).  The handwriting 
group focused not only on specific strategies to use when in the classroom and at home to 
facilitate ease with handwriting, but specific fine motor tasks intended to increase strength and 
dexterity (Clark et al., 2008).  After eight weeks of targeted intervention, the student’s progress 
was evaluated and found to have improved significantly, therefore, Tier 3 of RtI was not needed 
(Clark et al., 2008).  
For this specific research study, only Tiers 1 and 2 were used in implementing the Alert 
Program®.  Integrating the Alert Program® using the RtI model consisted of whole-class 
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activities and instruction which determined what children were having specific sensory needs, in 
tactile/proprioception, motor/vestibular, oral, motor, or a combination of such.  These whole-
class activities and instruction were what the study’s Tier 1 of the RtI model was based on.  Tier 
2 consisted of small groups with similar needs that focus on general and specific sensory issues.  
The researchers did beginning teaching on how all children with and without identified sensory 
difficulties could appropriately cope with their sensory issues and move toward attending better 
in the classroom and at home. 
  
CHAPTER 3: METHODOLOGY 
Design 
 The study used a pre-test/post-test design that is well suited for the educational setting 
using an experimental and control group.  The experimental group was comprised of twenty-
seven children from two kindergarten classes from a private, independent school.  Students in the 
experimental group received developmentally appropriate activities that were based on Williams’ 
and Shellenberger’s (1996) “How Does Your Engine Run” Alert Program®. The investigators 
included the principal investigator, one thesis student, and two master’s project students.  The 
experimental group received large group instruction by the investigators once a week for 40-60 
minutes.  Daily follow-up sensorimotor activities were added six to eight weeks later in the 
program once the teachers and students were more familiar with the Alert Program®.  The 
investigators selected three to four follow-up activities the children had enjoyed during their 
large group instruction.  The teacher assistant was asked to make these activities available during 
free play center; it was important that the students could carry out each activity independently.  
The study’s control group consisted of 20 kindergarten children from a rural public school. The 
control group followed a typical kindergarten curriculum and did not receive additional Alert 
Program-based activities. 
Participants 
 The participants included 47 students between the ages of four to six years, 27 attended 
kindergarten at the Oakwood School in Greenville, NC, (experimental) and the remaining 20 
students attended Williamston Primary School in Williamston, NC (control).  The inclusion 
criteria for both the experimental and control groups were that the participants must be enrolled 
in one of the three kindergarten classrooms, were between the ages of four to six years, and the 
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parent/caregiver must have signed a consent form to participate in the study.  The control group 
came from a variety of socioeconomic backgrounds, ethnicities, and family situations.  The 
experimental group attended an independent school which required a yearly tuition consistent 
with a different economic profile than the control group. The participants were chosen as a 
convenience sampling, using a school where there is administrative support to participate in the 
research, teachers willing to participate in research, and a location within commuting distance 
from East Carolina University.  
 The experimental group had 13 boys and 14 girls with a mean age of 67.24 months (5 
years, 7 months) at pre-test and a mean age of 72.28 (6 years, 0 months) at post-test.  The control 
group had 8 boys and 12 girls with a mean age of 65.35 (5 years, 5 months) at pre-test and a 
mean age of 70.35 (5 years, 10 months).  This is an age difference of two months between the 
control group and experimental group, with the experimental group being slightly older. 
 The attendance in the experimental group for the Alert Program® was gathered while 
attendance for the control group was not.  Out of the 19 weekly sessions, 15 out of the 27 
experimental students had perfect attendance, with four students missing only one day, four 
students missing two days, and four students missing three or more days.  Missed sessions were 
all attributable to school absences. 
Instrumentation 
  Three assessments were used in this research study: 1) the School Function Assessment: 
Part III Activity Performance – Cognitive/Behavioral Tasks (see Appendix C); 2) the Sensory 
Processing Measure – Main Classroom Form and Home Form (see Appendices D and E); and 3) 
the Sensory Profile – Short Form (see Appendix F).  A second research study in conjunction with 
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this study examined the relationship in outcomes between the Sensory Profile – Short Form and 
the Sensory Processing Measure. 
School Function Assessment 
The School Function Assessment (SFA) measures a student’s performance of functional 
tasks that support his or her participation in the academic and social aspects of an elementary 
school program.  The SFA is a criterion-referenced instrument most commonly used by 
classroom teachers to rate a child’s performance in three areas: 1) participation; 2) task supports; 
and 3) activity (Coster, Deeney, Haltiwanger, & Haley, 2008).  For the purposes of this study, 
classroom teachers rated performance in cognitive/behavioral tasks which fell under activity 
performance.  The SFA categorizes cognitive/behavioral tasks into functional communication, 
memory and understanding, following social conventions, compliance with adult directives and 
school rules, task behavior/completion, positive interaction, behavior regulation, personal care 
awareness, and safety (Coster et al., 2008).  For the SFA, students were rated on a 4-point scale 
(1= does not perform, 2= partial performance, 3= inconsistent, and 4= consistent performance).   
 The SFA was selected for this study for its ability to measure a student’s performance on 
functional tasks especially in activity performance areas and has established internal consistency 
reliability coefficients range from 0.92 to 0.98 for each of the 27 rating scales (Coster et al, 
2008).  The internal consistency estimates were completed on a sample of 363 special education 
students (Coster et al., 2008).  The test-retest reliability coefficients ranged from 0.80 to 0.99 
(Coster et al., 2008).  The user manual is well-organized, clearly written, and provides sufficient 
information.  The SFA recording form is well-constructed and contains adequate instructions for 
the respondent who is completing the form. 
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Sensory Processing Measure 
The Sensory Processing Measure (SPM) consists of three forms: 1) The Home Form; 2) 
the Main Classroom Form; and, 3) the Social Environments Form.  These three forms together 
measure a child’s sensory processing, praxis, and social participation (Western Psychological 
Services, 2007).  The SPM assesses the visual, auditory, tactile, proprioceptive, and vestibular 
sensory systems, provides information of processing vulnerabilities within each system, and 
compares these measures across the child’s home, school, and community environments 
(Western Psychological Services, 2007).  For this specific research project, only the Home and 
Main Classroom Form were used to assess sensory needs.  All other settings/contexts were 
beyond the scope of the project, therefore the Social Environment Form was not used.  The 
Home Form was filled out by child’s parent/caregivers and the Main Classroom Form was filled 
out by the child’s primary classroom teacher. 
Both of the Home Form and the Main Classroom Form generate eight norm-referenced 
standard scores: Social Participation, Vision, Hearing, Touch, Body Awareness, Balance and 
Motion, Planning and Ideas, and Total Sensory Systems (Western Psychological Services, 2007).  
The items are scored on a 4-point Likert Scale, from never to always; the higher the raw score, 
the greater the dysfunction.  The standard score for each section allows the examiner to classify 
the child’s functioning into three ranges – Typical, Some Problems, or Definite Dysfunction.  
The standard scores on the Home Form and the Main Classroom Form are then compared to 
discover whether or not there are differences in the child’s functioning based on environment. 
The Home Form and the Main Classroom Form have been standardized on a 
demographically representative sample of 1,051 typically developing children in grades 
kindergarten through sixth (Western Psychological Services, 2007).  Published values for 
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internal consistency range from 0.77 to 0. 95 on the Home Form and from 0.75 to 0.95 on the 
Main Classroom form (Western Psychological Services, 2007).  The test-retest reliability for 
both the Home Form and the Main Classroom Form were about 0.97 (Western Psychological 
Services, 2007).   
Sensory Profile-Short Form 
The Sensory Profile-Short Form (SPSF) (Harcourt Assessments, Inc., 2005) was used to 
understand the sensory needs of the participants.  The SP-SF is a 125-item questionnaire 
completed by the primary caregiver.  The SP-SF reports the child’s frequency in engaging in 
behaviors in response to various sensory experiences.  Items are grouped by sensory processing, 
sensory modulation, and behavioral and emotional responses.  In addition, there are nine factor 
groupings that characterize the child’s reactions to sensory input including, sensory seeking, 
emotional reactive, low endurance/tone, oral sensory sensitivity, inattention/distractibility, poor 
registration, sensory sensitivity, sedentary, and fine motor/perceptual.  The Sensory Profile has 
established reliability profiles using Cronbach’s coefficient alpha for internal consistency in each 
section, with alpha values ranging from 0.47 to 0.91 for the various sections (Harcourt 
Assessments, Inc., 2005).  Content validity was established for the SPSF by a panel of expert 
occupational therapy practitioners who determined that the items were placed in the correct 
sections and that all areas were assessed.  To examine convergent validity, SP-SF was also 
examined against the School Function Assessment (Harcourt Assessments, Inc., 2005).  There 
were high correlations between the School Function Assessment performance items and the 
items in the fine motor/perceptual category of the SP-SF as well as between the School Function 
Assessment socializations and behavior interaction sections and the modulation section of the 
SP-SF (Harcourt Assessments, Inc., 2005). 
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Step-Wise Summary of Experimental Plan 
1. Obtained parental permission from parents of kindergarten students attending the 
Oakwood School to participate as the experimental group in this research study. 
2. Obtained parental permission from parents of kindergarten students attending 
Williamston Primary School to participate as the control group in this research study. 
3. After parental consent was secured, teachers and parents completed the Sensory 
Processing Measure (Home and Main Classroom forms) by both groups, and the Sensory 
Profile – Short Form was filled out by the parents of the experimental group.  All sensory 
assessments were returned to researchers. 
4. Once a week, researchers carried out weekly whole group and small group 40 - 60 minute 
activities with the experimental group to introduce the researchers to the children as well 
as the Alert Program® for Self-Regulation terminology and what that might mean to the 
children and the teachers.  See Appendix G for a sample schedule. 
5. Following the first marking period, teachers completed the School Function Assessment 
–Part III, Cognitive/Behavioral Tasks on each child and returned forms to researchers. 
6. Researchers scored then reviewed experimental group pre-test data findings and 
identified the children who had probable differences or definite differences in one or 
more of the following sensorimotor areas (mouth, move, touch, look, listen) based on the 
Sensory Profile – Short Form  and the Sensory Processing Measure (Home and Main 
Classroom Forms). 
7. Weekly large group and small group activities were carried out with the experimental 
children on Stage 1 concepts of the Alert Program® for Self-Regulation.  Also offered to 
the classes were daily Alert Program® independent learning centers that could be carried 
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out to reinforce Alert Program® learning during center time (See Appendix H).  Students 
were encouraged, but not required to visit these centers.  These As appropriate, all Alert 
Program activities also helped reinforced kindergarten, educational curriculum themes 
and concepts. 
8. Carried out weekly large group and small group activities with the experimental group.  
Continue using Stage 1 concepts and added Stage 2 concepts of the Alert Program® for 
Self-Regulation.  Continued to offer independent, daily opportunities to reinforce Alert 
Program® for Self-Regulation during center time. 
a. As needed, researchers grouped experimental children who have probably 
differences or definite differences in one or more sensorimotor areas together for 
weekly small group activities. 
b. As needed, researchers assisted experimental children who have probable 
differences or definite differences in one or more sensorimotor areas specific 
Alert Program strategies and activities during center time that can be carried out 
independently. 
9. Researchers and classroom teachers identified each child’s 1-3 top preferences in Alert 
Program strategies to change their engine level and 1-3 top large group activities.  This 
information was shared with the children’s parents and caregivers at the end of the six 
month research period. 
10. Post-testing data was collected from the experimental group and the control group. 
11. At the end of the third marking period, test data on learning and school function abilities 
concepts using the School Function Assessment (SFA) as completed by the classroom 
teachers for experimental and control students. 
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Ethical Issues 
 This study was classified as having a minimal risk by the Institutional Review Board for 
Human Subjects.  The choosing of the experimental and control groups were convenience 
sampling and no other considerations were made.  This study has minimal ethical risks. 
Data Analysis 
The scores on the Sensory Profile, the Sensory Processing Measure, and the School 
Function Assessment were analyzed using a paired t-test for pre- and post-test comparison within 
groups, with time as the dependent variable. Unpaired t-tests were used for pre-test vs. pre-test 
and post-test vs. post-test comparisons with treatment as the dependent variable.  Threshold for 
significance was set at p < 0.05.
  
CHAPTER 4: RESULTS 
 Nineteen weekly, 40 to 60 minutes long sessions occurred over the six month period. 
Following six months of activities in the classroom, statistical analysis of pre- and post-test data 
revealed significant changes in all three assessments used, the School Function Assessment, the 
Sensory Processing Measure – Home and Classroom Forms, and the Sensory Profile – Short 
Form.  A significant change is indicated by a p-value of less than 0.05 between the pre- and post-
test mean scores. 
School Function Assessment (SFA) 
 The results of the School Functional Assessment are summarized in Table 1 (p. 32). In a 
comparison of pre-test to post-test performance in the control groups and experimental groups, 
significant improvements in the experimental group were found in the areas of functional 
communication (p = 0.043), task behavior and completion (p = 0.009), positive interaction (p = 
0.006), personal care awareness (p = 0.003), and safety (p = 0.007).  For the control group, the 
only area that had a significant change was in the area of safety (p = 0.007), and that was a 
decrease rather than an improvement. 
SFA: Cognitive/Behavioral Tasks – Functional Communication 
 Functional communication measures the ability to communicate basic needs, ask for help, 
understand 3-step directions, and knowledge of first and last names (Coster et al., 2008).  The 
experimental group’s pre-test mean score was 91.06 (out of 100) with improvement in post-test 
mean score to 96.96.  In comparison, the control group’s pre-test mean score was 82.35 with 
improvement to 86.03 in post-test mean score (see Figure 1, p. 33).  Although the experimental 
group started out at a higher level than the control group, the improvement was larger than the 
control group. 
  
25 
 
SFA: Cognitive/Behavioral Tasks – Task Behavior and Completion 
 Task behavior and completion focuses on the ability to listen and attend for at least five 
minutes, the ability to remain in a play or work area unsupervised, the ability to work or play 
alone for at least 15 minutes, the ability to have patience and not have temper tantrums, and the 
ability to finish projects that last several days (Coster et al., 2008).  For this area (see Figure 2, p. 
34), the experimental group began with lower pre-test mean score (76.6), as compared to the 
control group’s pre-test mean score (79.55).  However, the control group's post-test mean score 
decreased slightly (78.94) while the experimental group's post-test mean score increased 
significantly (84.76). 
SFA: Cognitive/Behavioral Tasks – Positive Interaction 
 The area of positive interaction concentrates on appropriate interaction with both peers 
and adults.  Skills such as listening while others are speaking, waiting for turns, offering help, 
ending conversations appropriately, working cooperatively with peers, and sharing are tasks 
measured by this score (Coster et al., 2008).  In this area, (see Figure 3, p. 35), the control group 
again started with a higher pre-test mean score (82.95) as compared to the experimental group 
(77.68).  Both the experimental and the control group demonstrated improvement in post-test 
mean scores (86.72 and 85.47, respectively), but only the experimental group improvement was 
significant. 
SFA: Cognitive/Behavioral Tasks – Personal Care Awareness 
 Personal care awareness deals with activities such as covering the mouth and nose when 
sneezing, wiping off face or chin as needed, blowing and wiping the nose, washing and drying 
hands, and other self-care activities to be carried out in a school setting (Coster et al., 2008).  The 
control group had a pre-test mean score of 99.6 but demonstrated a decrease in post-test mean 
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score, 98.7 (see Figure 4, p. 36).  Comparatively, the experimental group began with a 
significantly lower pre-test mean score  (88.04) and, in contrast to the control group, showed a 
significantly improved post-test mean score (96.48). 
SFA: Cognitive/Behavioral Tasks – Safety 
 Lastly, the area of safety focuses on using caution in play activities, identifying 
emergencies and reporting them to adults, knowledge of strangers, and understanding of 
potential harm (Coster et al., 2008).  In this area (see Figure 5, p. 37), the control group began 
with a very high pre-test mean score (98.15) compared to the experimental group pre-test mean 
score (86.52).  Both groups showed significant differences between pre-test and post-test scores. 
However, while the control group had a decrease in post-test mean score (83.31) the 
experimental group showed an increased in post-test mean score (95.04).  The fact that the 
groups changed in opposite directions and both to a significant level (p < 0.05) is remarkable. 
Sensory Processing Measure – Main Classroom Form (SPM-MCF) 
 For this particular assessment, in contrast to the SFA above where improvements are 
indicated by increasing scores, improvements using the SPM-MCF are indicated by a decrease in 
scores.    The results for the SPM-MCF are summarized in Table 2 (p. 38).  Following six 
months of the Alert Program®, the experimental group showed significant improvements in 
social participation (p = 0.004), vision (p = 0.002), body awareness (p = 0.001), and balance and 
motion (p = 0.008), as well as the overall total score (p = 0.010).  However, significant   
improvements also were found in several areas in the control group pre- and post-test mean score 
comparisons.  Similar to the experimental group, significant improvements for the control group 
were measured in the areas of social participation (p = 0.000), vision (p = 0.003), body 
awareness (p = 0.011), balance and motion (p = 0.029), and in total score (p = 0.000).  However, 
  
27 
 
in addition, the control group also demonstrated significant improvements in the additional areas 
of hearing (p = 0.025) and planning and ideas (p = 0.002),   Overall, the control group had seven 
areas of improvement compared to the experimental group with five areas of improvement.  
SPM-MCF: Social Participation 
 This area rates typical behavior in the past month based on skills such as working as a 
team, resolving peer conflicts without teacher intervention, handling frustration without 
aggressive behaviors, playing with peers in a variety of activities, entering play without 
disruption of peers or materials, maintaining appropriate space, maintaining appropriate eye 
contact, and shifting conversation topics accordingly (Western Psychological Services, 2007).  
The control group’s pre-test mean score was 20.62 with a decrease in the post-test score to 14.22.  
The experimental group’s pre-test mean score decreased from 16.39 to 14.00.  In both cases, the 
differences represented significant improvements (see Figure 6, p. 39). 
SPM-MCF: Vision 
 This  area rates the  frequency of behavior associated with the following visual tasks: 
squinting or covering eyes when in bright light, showing distress at the sight of moving objects, 
becoming distracted by nearby visual stimuli, spinning or flicking objects in front of eyes, staring 
intensely, or showing distress when lights are dimmed (Western Psychological Services, 2007).  
The control group’s mean score decreased from 9.61 to 7.89 while the experimental group’s 
mean score decreased from 9.72 to 8.23 (see Figure 7, p. 40).  In both cases, the differences 
represented significant improvements. 
SPM-MCF: Hearing 
 For this particular area, the responses to hearing loud sounds, showing distress when 
hearing songs or musical instruments, difficulty determining location of sounds, difficulty 
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responding to voices or new sounds, making noise during quiet time, speaking too loudly, 
making excessive noises during transitions, or making unusual noises to self are evaluated 
(Western Psychological Services, 2007).  The control group demonstrated a significant 
improvement (see Figure 8, p. 41), with scores decreasing from 8.68 to 7.78, while the 
experimental group did not (10.92 to 10.58). 
SPM-MCF: Body Awareness 
 This area rates the awareness of the body and its location in space by reviewing if the 
student spills when opening containers, chews or mouths inappropriate classroom objects, 
runs/hops/bounces instead of walking, stomps or slaps the feet when walking, jumps or stomps 
on stairs, or opens/closes doors with excessive force (Western Psychological Services, 2007).  
For this area (see Figure 9, p. 42), both the experimental and the control group had significant 
improvement in scores.  The control group decreased from 9.55 to 8.28.  The experimental group 
decreased from 11.16 to 9.72.  This decrease in scores is not only significant at the 0.05 level but 
also at the 0.01 level, making this decrease remarkable. 
SPM-MCF: Balance and Motion 
 This area scores behaviors such as running hand along wall when walking, wrapping legs 
around chair legs, rocking while seating, fidgeting, falling out of desks frequently, leaning on 
walls or other people when standing, difficulty sitting upright without support, slumping or 
leaning on desk, and clumsy behaviors (Western Psychological Services, 2007).  Again, both the 
experimental and the control group demonstrated significant improvements in pre- and post-test 
mean scores (see Figure 10, p. 43).  The control group had a decreased in scores from 11.75 to 
10.56 while the experimental group decreased from 13.96 to 12.04. 
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SPM-MCF: Planning and Ideas 
  This area examined focusing on consistent performance of daily tasks, ability to solve 
problems efficiently, dropping items when carrying multiple objects, performing tasks out of 
sequence, failure to complete multiple step tasks, difficulty in correctly imitating demonstrations, 
difficulty completing tasks from completed model, demonstrating limited imagination, 
demonstrating poor organization of materials, and repetitive playing during free time (Western 
Psychological Services, 2007).  For this particular area (see Figure 11, p. 44), the control group 
demonstrated a significant decrease in scores (19.90 to 13.72), while the experimental group did 
not (16.23 to 15.27). 
Sensory Processing Measure – Home Form (SPM-HF) 
 In the previous section, the SPM-MCF was completed by the teacher.  In this section, 
results are provided for the complementary home version of the SPM that is completed by the 
parents (SPM-HF).  The results are summarized in Table 3 (p. 45).   As with the SPM-MCF, 
improvements are indicated by decreasing scores. Overall, there were more significant changes 
noted in the control group than in the experimental group, but in contrast to the classroom 
results, there was no similarity between the responses from the two groups.  Significant 
decreases in mean scores for the control group were found the areas of touch (p = 0.019), balance 
and motion (p = 0.022), and in total score (p = 0.003).  For the experimental group, significant 
decreased in the mean score were only noted in the area of planning and ideas (p = 0.047). 
SPM-HF: Touch 
 For this particular area, the frequency of behaviors including pulling away from light 
touch, becoming distressed by the feel of new clothes, becoming distressed by having fingernails 
or toenails cut, avoiding touching or playing with paint, paste, clay, glue, etc., having an 
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unusually high tolerance for pain, or difficulty locating items in bag or pocket without looking 
are rated (Western Psychological Services, 2007).  The control demonstrated a significant 
decrease in scores (14.60 to 13.19) while the experimental group scores increased (12.00 to 
12.13) (see Figure 12, p. 46). 
SPM-HF: Balance and Motion 
 This area identifies the frequency of such behaviors as being overly fearful of movement, 
having good balance, failing to catch oneself when falling, spinning or twirling more than one’s 
peers, showing poor coordination or being clumsy, or leaning on other people or furniture when 
sitting or trying to stand up (Western Psychological Services, 2007).  Again, the control group 
showed a significant decrease in scores (14.65 to 13.19) while the experimental group did not 
(12.32 to 12.13) (see Figure 13, p. 47). 
SPM-HF: Planning and Ideas 
 This section rated the frequency of the child performing inconsistently in daily tasks, 
difficulty carrying multiple items at one time, failing to perform tasks in proper sequence, failing 
to complete tasks with multiple steps, difficulty coming up with novel ideas for games or 
activities, and engaging in repetitive play schemes (Western Psychological Services, 2007).  In 
this area (see Figure 14, p. 48), the experimental group demonstrated a significant decrease in 
scores (11.28 to 10.44) while the control group did not (13.35 to 12.88).   
Sensory Profile – Short Form (SP-SF) 
 The Sensory Profile – Short Form was only used in the experimental group and addressed 
the secondary experimental question: whether a shorter, simpler assessment instrument could be 
as effective in identifying an effect produced by the Alert Program® intervention.  Thus, the 
results should be reviewed with caution as they cannot be compared to a control group, and 
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therefore, may not be indicative of the Alert Program’s effectiveness.  For this assessment, 
significant change is denoted by an increase in scores.  As seen in Table 4 (p. 49), significant 
increases were noted in two areas: 1) auditory filtering (p = 0.003); and, 2) low energy/weakness 
(p = 0.034).  In addition, scores in two other areas approached significance: 1) 
underresponsive/seeks sensation (p = 0.054); and, 2) total score (p = 0.056). 
SP-SF: Auditory Filtering 
 
 This area examined the ability to filter out auditory distractions.  Behaviors include 
becoming distracted by a lot of noise, appearing to ignore parents/caregivers, inability to work 
with background noise, difficulty paying attention, and inability to respond to name when 
hearing is normal (Dunn, 1999).  The scores increased from 25.50 to 27.24, a significant change 
(see Figure 15, p. 50). 
SP-SF: Low Energy/Weakness 
 This area examined the student’s muscle tone including grasp, fatigue, ability to lift 
heavy objects, difficulty supporting self during activity, and endurance (Dunn, 1999).  The 
scores in this area (see Figure 16, p. 51) increased from 28.9 to 29.4. 
SP-SF: Underresponsive/Seeks Sensation 
 This area examined the frequency of behaviors including enjoying strange noises, making 
noise for noise’s sake, becoming overly excitable during movement activity, seeking all kinds of 
movement that interferes with daily routines, touching people or objects, leaving clothes twisted 
on body, or leaving food or materials on hands/face are (Dunn, 1999).  For this area, the scores 
increased from 30.30 to 31.28, indicating they were approaching significance. 
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Table 1. Comparison of pre- and post-test mean scores of SFA  
 Control Group  Experimental Group 
SFA Cognitive/Behavioral Tasks 
Pre-test 
mean score 
Post-test 
mean score 
Pre-test 
mean score 
Post-test 
mean score 
Functional Communication 83.35 
± 16.35 
86.05 
± 14.16 
91.08 
± 17.87 
96.96  
± 8.32 
 p = 0.398 p = 0.043* 
Memory and Understanding 82.20 
± 19.77 
88.53 
± 12.71 
88.00 
± 20.02 
90.36  
± 15.23 
 p = 0.116 p = 0.789 
Following Social Conventions 87.45 
± 15.15 
87.53 
± 15.58 
84.36 
± 18.17 
88.16 
± 17.09  
 p = 0.593 p = 0.378 
Compliance with Adult Directives 83.85 
± 16.33 
84.16 
± 15.33 
75.32 
± 20.37 
83.00  
± 19.12 
 p = 0.326 p = 0.066 
Task Behavior/Completion 79.55 
± 19.10 
78.95 
± 17.10 
76.60 
± 22.53 
84.76 
± 19.13 
 p = 0.443 p = 0.009* 
Positive Interaction 82.95 
± 14.36 
85.47 
± 13.73 
77.68 
± 17.08 
85.70 
± 15.16 
 p = 0.310 p = 0.006* 
Behavior Regulation 86.15 
± 15.96 
84.95 
± 18.33 
78.88 
± 18.55 
82.00  
± 18.96 
 p = 0.916 p = 0.197 
Personal Care Awareness 99.60 
± 1.79 
98.74 
± 2.99 
88.04 
± 12.47 
96.48  
± 6.48 
 p = 0.317 p = 0.003* 
Safety 98.15 
± 4.89 
83.32 
±19.40 
86.52 
± 17.72 
95.04  
± 10.93 
 p = 0.007* p = 0.007* 
n = 46 
Values shown are mean ± standard deviation for each group. 
*p < 0.05
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Figure 1. Comparison of pre- and post-test mean scores on SFA: Cognitive/Behavioral Tasks – 
Functional Communication. 
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Figure 2. Comparison of pre- and post-test mean scores on SFA: Cognitive/Behavioral Tasks – 
Task Behavior/Completion. 
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Figure 3. Comparison of pre- and post-test mean scores on SFA: Cognitive/Behavioral Tasks – 
Positive Interaction. 
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Figure 4. Comparison of pre- and post-test mean scores on SFA: Cognitive/Behavioral Tasks – 
Personal Care Awareness. 
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Figure 5. Comparison of pre- and post-test mean scores on SFA: Cognitive/Behavioral Tasks – 
Safety. 
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Table 2. Comparison of pre- and post-test mean scores of SPM-Classroom Form. 
 Control Group  Experimental Group 
 
Pre-test 
mean score 
Post-test 
mean score 
Pre-test 
mean score 
Post-test 
mean score 
Social Participation 20.62 
± 5.82 
14.22 
± 4.61 
16.39 
± 6.52 
14.00 
± 4.45 
 p = 0.000* p = 0.004* 
Vision 9.61 
± 1.54 
7.89 
± 1.71 
9.73 
± 3.33 
8.23 
± 2.82 
 p = 0.003* p = 0.002* 
Hearing 8.68 
± 2.41 
7.78 
± 1.80 
10.92 
± 4.23 
10.58 
± 3.51 
 p = 0.025* p = 0.888 
Touch 8.32 
± 0.75 
8.28 
± 0.96 
10.30 
± 2.90 
10.35 
± 2.17 
 p = 1.000 p = 0.430 
Body Awareness 9.55 
± 2.67 
8.28 
± 2.80 
11.16 
± 4.01 
8.73 
± 2.66 
 p = 0.011* p = 0.001* 
Balance and Motion 11.75 
± 3.61 
10.56 
± 2.55 
13.96 
± 4.71 
12.04 
± 3.79 
 p = 0.029* p = 0.008* 
Planning and Ideas 19.90 
± 7.25 
13.72 
± 4.13 
16.23 
± 6.59 
15.27 
± 4.98 
 p = 0.002* p = 0.125 
Total Score 51.90 
± 8.53 
45.89 
± 5.67 
61.15 
± 16.22 
54.96 
± 12.46 
 p = 0.000* p = 0.010* 
n = 47 
Values shown are mean ± standard deviation for each group. 
*p < 0.05
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Figure 6. Comparison of pre- and post-test mean scores on SPM-MCF: Social Participation. 
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Figure 7. Comparison of pre- and post-test mean scores on SPM-MCF: Vision. 
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Figure 8. Comparison of pre- and post-test mean scores on SPM-MCF: Hearing. 
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Figure 9. Comparison of pre- and post-test mean scores on SPM-MCF: Body Awareness. 
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Figure 10. Comparison of pre- and post-test mean scores on SPM-MCF: Balance and Motion. 
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Figure 11. Comparison of pre- and post-test mean scores on SPM-MCF: Planning and Ideas. 
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Table 3. Comparison of pre- and post-test mean scores of SPM-Home Form. 
 Control Group  Experimental Group 
 
Pre-test 
mean score 
Post-test 
mean score 
Pre-test 
mean score 
Post-test 
mean score 
Social Participation 16.25 
± 5.97 
16.25 
± 4.63 
13.80 
± 3.04 
14.08 
± 3.74 
 p = 0.622 p = 0.337 
Vision 13.90 
± 3.64 
12.56 
± 1.79 
12.16 
± 1.97 
11.50 
± 0.72 
 p = 0.163 p = 0.137 
Hearing 10.65 
± 3.58 
10.00 
± 3.61 
9.56 
± 1.96 
9.33 
± 2.20 
 p = 0.223 p = 0.355 
Touch 14.60 
± 4.75 
13.19 
± 3.12 
12.00 
± 1.22 
12.13 
± 1.82 
 p = 0.019* p = 0.922 
Body Awareness 14.30 
± 4.18 
13.00 
± 4.38 
11.40 
± 2.10 
10.82 
± 1.87 
 p = 0.065 p = 0.199 
Balance and Motion 14.65 
± 3.15 
13.19 
± 2.19 
12.32 
± 2.09 
12.13 
± 1.63 
 p = 0.022* p = 0.857 
Planning and Ideas 13.35 
± 3.92 
12.88 
± 4.09 
11.28 
± 2.49 
10.44 
± 2.52 
 p = 0.483 p = 0.047* 
Total Score 73.35 
± 17.04 
67.56 
± 13.90 
63.04 
± 7.67 
61.44 
± 5.89 
 p = 0.003* p = 0.485 
n = 47 
Values shown are mean ± standard deviation for each group. 
*p < 0.05
  
46 
 
Figure 12. Comparison of pre- and post-test mean scores on SPM-HF: Touch. 
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Figure 13. Comparison of pre- and post-test mean scores on SPM-HF: Balance and Motion. 
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Figure 14. Comparison of pre- and post-test mean scores on SPM-HF: Planning and Ideas. 
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Table 4. Comparison of pre- and post-test mean scores of Sensory Profile. 
 
 Experimental Group 
 
Pre-test 
mean score 
Post-test 
mean score 
Tactile Sensitivity 33.00 
± 3.12 
33.60 
± 2.19 
 p = 0.948 
Taste/Smell Sensitivity 18.65 
± 3.16 
17.92 
± 4.08 
 p = 0.671 
Movement Sensitivity 14.58 
± 1.14 
14.44 
± 1.42 
 p = 0.546 
Underresponsive/Seeks Sensation 30.30 
± 4.66 
31.28 
± 4.80 
 p = 0.054** 
Auditory Filtering 25.50 
± 3.10 
27.24 
± 2.62 
 p = 0.003* 
Low Energy/Weakness 28.80 
± 2.35 
29.40 
± 2.04 
 p = 0.034* 
Visual/Auditory Sensitivity 22.58 
± 2.32 
23.28 
± 2.26 
 p = 0.152 
Total Score 173.38 
± 13.27 
176.92 
± 12. 74 
 p = 0.056** 
Values shown are mean ± standard deviation for each group. 
*p < 0.05     **p-value approaching 0.05
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Figure 15. Comparison of pre- and post-test mean scores on SP-SF: Auditory Filtering. 
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Figure 16. Comparison of pre- and post-test mean scores on SP-SF: Low Energy/Weakness. 
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CHAPTER 5: DISCUSSION 
 The purpose of this study was to examine the effect of implementing the Alert Program® 
for Self-Regulation in a kindergarten curriculum by utilizing the Response to Intervention (RtI) 
model.  Using three kindergarten classrooms, the results of three separate assessments were 
scored comparatively to observe if the students made significant improvements in regulation of 
arousal states for both learning and basic functioning in the classroom using Alert Program® 
strategies and tools as compared to kindergarteners who did not receive the RtI model with the 
Alert Program®.  
Interpretation of Results 
 Based on the results of the School Function Assessment (SFA) Part III Activity 
Performance Cognitive/Behavioral Tasks, the Alert Program® was effective in improving basic 
functioning in the academic and social aspects of a kindergarten classroom when compared to 
the control group.  Comparing the pre-test and post-test mean scores of the SFA between the 
control and experimental groups, the students in the experimental group had more gains than the 
control group. The experimental group had significant improvements in post-test scores in the 
areas of functional communication, task behavior and completion, positive interaction, personal 
care awareness, and safety.  These five areas play an important role in a kindergartener’s 
understanding of the academic and social aspects of a classroom.   
Comparatively, the experimental group, in many circumstances began with lower pre-test 
values.  One could argue that the basis for improvement was not so much in the intervention, but 
in the starting values.  It also could be argued that the Alert Program® was effective in “closing 
the gap” despite the difference in starting values.  Lastly, it could be argued that the control 
group was artificially limited by their relatively higher pre- test values, in the ability to 
  
53 
 
demonstrate overall improvement.  However, the Alert Program® effect was also seen in some 
tests where the pretest values were not different, suggesting that the impact was a real effect of 
the intervention.  In addition, in several instances the control group actually showed decreases in 
several areas (task behavior and completion, behavioral regulation, personal care awareness, and 
safety), also suggesting that the impact of the intervention was real, and not an artifact of 
relatively truncated improvement in the control group   
 The findings of the present study are consistent with those reported by Barnes et al. 
(2008) who concluded that the Alert Program® may be used to help students learn self-
regulatory behaviors that might improve academic and social functioning in the classroom. In 
particular, the current study’s results are also consistent with the conclusion that the Alert 
Program® is best implemented in a whole classroom setting with teacher collaboration (Barnes 
et al. 2005).  Whole classroom Alert Programming® was carried out in this study, and active 
teacher collaboration was evidenced by daily Alert Program® based learning centers that were 
developed by the researchers, but implemented by the classroom teachers.  
 The results of the Sensory Processing Measure – Home and Classroom Form showed the 
experimental group and the control group improved in multiple areas of sensory processing. 
Therefore, it is difficult to determine whether or not the Alert Program® activities and strategies 
played a role in this effect.  The Alert Program® is based on improving sensory processing.  The 
lack of difference between the control and experimental groups in direct measures of the sensory 
processing using the SPM assessments was unexpected, given the clear difference in 
performance in the experimental group (SFA).  Do these findings invalidate the SFA results?  
No, there is a great deal of data on validity, reliability for the SFA in the literature, and therefore 
no reason to believe SFA is invalid.  Do these results indicate that the Alert Program® 
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foundations are invalid?  Not likely, because there was an effect measured in the experimental 
group that wasn’t seen in the control group.  What can’t be determined with certainty is whether 
the reason there was an alert effect was because of a measureable change in specific elements of 
sensory processing.  There isn’t one for one alignment between any element in SFA and any 
element in SPM.  SFA areas often relate to multiple areas of sensory processing.  There is the 
possibility that Alert Program® effects on SPM are hard to pick up against a background of large 
developmental change in children this age, consistent with the idea that Alert Program® was 
originally developed for use in children 8 and older.   
Previous research has shown that sensory strategies, such as those used the Alert 
Program®, can be beneficial to reducing self-stimulator behaviors (Smith et al., 2005), 
increasing playfulness (Bundy et al., 2007), decreasing sensory overresponsivity (Schaaf & 
Nightlinger, 2007), and making significant improvements on sensory scales when compared to 
traditional therapy approaches (Miller et al., 2007).  To the researchers’ knowledge, this is the 
first report to indicate that The Alert Program®  can be an effective way of teaching children this 
young (kindergarteners aged five to six) how to use self-regulating activities and strategies to 
influence their arousal states.  Shellenberger and Williams (1996) the occupational therapists 
who developed the Alert Program®, clearly stated that children below the age of eight would not 
be able to independently identify and change their arousal state using sensory strategies without 
adult assistance.  However, the little previous research that exists for the Alert Program®, results 
from Barnes et al. (2008) and Bazyk et al. (2009) indicated better awareness of sensory 
preferences and strategies would be predicted for the kindergarten age, and could be especially 
true if the kindergarteners received appropriate Stage One and beginning Stage Two Alert 
Programming activities, as the present study offered.  It is not possible to test whether or not 
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kindergarteners have an understanding of the Alert Program® strategies in order to “change their 
engine speed”, but it is possible to measure their responses to sensory information, compared to 
baseline data before the program began.  Additionally, although there has yet to be a study to 
examine the effectiveness of the Alert Program® on academic and social functions in the 
classroom, this study began to examine this relationship. 
 An examination of the SPM sensory-based assessments demonstrated improvement in 
scores in both the control and experimental groups.  In fact, in both forms of the Sensory 
Processing Measure, the experimental group had fewer areas of improvement when compared to 
the control group.  The control group had seven areas of improvement on the classroom form 
compared to the experimental group’s five areas of improvement; for the Home Form, three 
areas of improvement compared to one, respectively.  In both groups, there was significant 
disparity between teacher and the parents (classroom vs. home forms).  In the experimental 
group, there was a tendency by the parents to “underestimate” areas of potential weakness in the 
pre-test, while in the control group; there was a tendency to “overestimate” improvements in the 
post-test.  As a result, there was better agreement between parents and teachers in the 
experimental group at the end, while in the control group, there was better agreement between 
parent and teacher assessment at the beginning.   
The intent of these measures in general was to determine more directly whether the 
changes in sensory processing, upon which the Alert Program® is based were measurably 
affected.  Based on these results, this study cannot determine that the teaching of the Alert 
Program® activities and strategies was effective in improving the kindergarteners’ ability to 
regulate their arousal state, although the end point measures of performance, as measured by the 
SFA, were significantly improved.  One possibility for the discrepancy is the two instruments 
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have different sensitivities for the level of effect that can be measured.   For example, the level of 
sensory processing change that is necessary for improvement in SFA may be more subtle than 
might be required to detect that change in the SPM battery.  Given the inconsistencies in 
reporting between the two groups (teacher vs. parent in both groups), this possibility must be 
acknowledged.  A second possibility is that the program remained too broad to identify specific 
sensory processing effects.  If the RtI model had been fully implemented at Tier 2, students 
would have had specific areas of weakness identified, and specific activities targeting those 
limitations would have been assigned for them.  It would also have to be acknowledged that the 
possibility exists there was an as yet undefined “treatment effect” that might have been 
independent of the Alert programming®.   Given the lack of data in this age group, and yet the 
demonstrated end-effectiveness of the program, perhaps a generalized sensory program effect is 
more than adequate in this age group.  Clearly, additional research is indicated.  
 An alternative to the SPM, the Sensory Profile – Short Form (SPSF), was also used in the 
experimental group with the parents.  The intent for the researchers was to determine whether a 
shorter assessment might be as useful since the SPM is relatively long and somewhat challenging 
to complete.  A few effects were identified that were consistent with the findings in the SPM, 
and given the discrepancies that were noted using the SPM, additional studies utilizing SPSF 
with the control group clearly are warranted.    
Clinical Implications 
 The results of this study indicate that the School Function Assessment could be a better 
instrument to examine the effects of the Alert Program® for young children. Neither the Sensory 
Processing Measure nor the Sensory Profile – Short Form supported the 2nd hypothesis which 
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may be due to the inability to accurately measure young children’s ability to self-regulate arousal 
states.   
Additionally, the Sensory Processing Measure – Home Form and the Sensory Profile – 
Short Form are filled out by parents/caregivers and may have attributed to the outcome in scores.  
The researchers found discrepancies between several of the classroom and home forms; where 
classroom teachers rated a child with definite or probable differences, the parent/caregiver rated 
the child in the typical range.  For example, in the Sensory Processing Measure for the 
experimental group, only ten out of 27 children were identified as having either probable or 
definite differences in multiple areas when rated by their parents/caregivers; for the classroom 
form, 16 out 27 children were identified by the classroom teacher.  The opposite was true for the 
control group – in the same measure, 12 out 20 children were identified as having needs when 
rated by parents/caregivers while only 10 out 20 were identified when rated by the classroom 
teacher.  In the context of actual outcomes, the researchers found that the forms completed by the 
classroom teachers proved to be a more accurate description of the child when compared to the 
home form based on clinical observations.  One must also take into account that the home and 
classroom forms ask different questions; therefore, the child may be experiencing more difficulty 
in school than at home, or vice versa.  In future research, it may prove to be more effective to 
just use the classroom form instead of both forms to gain an accurate description of the child’s 
sensory behaviors while at school. 
Future research may choose to focus solely on the classroom implications of the Alert 
Program®; therefore, using just the School Function Assessment or the classroom form of the 
Sensory Processing Measure would be appropriate tools to use.  A continuation of this study may 
wish to examine the effects of implementing the Alert Program® strategies and tools at home; 
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then the use of home-based assessments would be clearly warranted.  Such a study could involve 
the parents and caregivers more by teaching the students strategies and tool to implement at 
home and then comparing the results at home versus school. 
This study provides the framework for expanding other occupational therapy-based 
programs into kindergarten curriculums using the Response to Intervention (RtI) model.  
Occupational therapists working in school systems may find that implementing this method 
allows for greater ease with screening processes, prevents children from “slipping through the 
cracks,” and results in greater outcomes for all.  By providing occupational therapy-based 
services to all children using this model, regardless of ability and regardless of the program used, 
occupational therapists can seamlessly integrate themselves into a general education curriculum 
and produce significant changes. 
Limitations 
 Although the sample size of 47 was adequate, the differences between students in a 
public, rural school and an independent, suburban school cannot be overlooked. Although the 
demographics of the population were not obtained for this study, it is reasonable to assume there 
were likely socioeconomical differences between the experimental and control group students.  
Additionally, such a convenience sample may have influenced the quality of the study.  Random 
assignment of students into experimental and control groups in both sites would have been 
preferred, and may have produced a stronger effect.  The logistics of the study made such an 
approach impractical, would have reduced by half the numbers in each group at each site, and 
would have created problems pooling results in control and experimental groups from both 
schools, especially given the previously mentioned confounding socioeconomic differences. 
Therefore, the convenience sample approach was considered, on balance, to be the strongest 
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experimental approach under the circumstances.  General extrapolation of these results to a 
larger scale should be made only with these considerations in mind.  While encouraging, these 
results should not be generalized to other kindergarten classrooms, without further validation and 
replication. 
 Another limitation was that the researchers were unable to fully implement the Response 
to Intervention (RtI) method within the time constraints.  The intent was to create small 
independent learning activities that focused on the identified sensory needs.  These groups were 
to be focused on particular sensory needs as identified by the assessments.  The researchers 
found that time and behavioral constraints were the biggest barriers to the full implementation of 
Tier 2.  Creating all sensory activities from scratch and implementing them with no previous 
experiences did not allow for much time to create four additional learning centers to be 
implemented each week.  As the researchers became more familiar with the particular sensory 
needs of the students, questions began to arise about grouping certain students together and what 
dynamic that would create.  Future research would take these limitations into account when 
planning and implementing the Alert Program® to ensure that these barriers would not limit the 
study. 
Conclusion 
 The implementation of the Alert Program® into a kindergarten classroom proved to be an 
effective way to improve student’s ability to regulate their arousal state to better attend to the 
learning and behavioral aspects of the classroom.   The specific sensory processing basis for the 
improvement remains undetermined, at least to the extent SPM measurements can be correlated 
with SFA outcomes in this study.  The long-term effects of the Alert Program® and the ability of 
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this program to be continually implemented into a kindergarten curriculum have yet to be 
determined.   
 The Alert Program® is a successful, occupational therapy-based program that can teach 
students the tools they need to attend to one of their most important occupations, learning.  This 
study provides insight into the ability of integrating such a program into a kindergarten 
curriculum, so that all children, not just those with sensory processing difficulties, can better 
regulate their bodies to learn and play in school.   
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APPENDIX B: PARENTAL CONSENT FORMS 
9-22-10 
Dear Kindergarten Parents 
Students from Mrs. Byers’ and Mrs. Watson’s class have been invited to participate in a study with East 
Carolina University’s Department of Occupational Therapy.  For five months, starting in September 2010 
and ending in March 2011, we would like your child to participate in weekly, small group Alert Program 
activities for 40-50 minutes.  There will be additional opportunities for your child to do 3 optional, 
follow-up activities during daily center time.  
The Alert Program® is an easy-to teach practical program that was developed by two occupational 
therapists to teach children to recognize their attention level or what will be referred to as an engine level 
for learning.  A wide range of simple, low-budget strategies and activities that are sensorimotor based will 
be presented.  With the help of the classroom teachers and Dr. Lust, your child will begin to determine 
which sensory strategies/activities he or she likes and will be most helpful in getting their “engine in 
gear” for learning.  Please refer to the handout by Sue Williams titled “Brief Overview of the Alert 
Program®, 2009” that the teachers shared with you at the beginning of the school year.  
There will be adult supervision at all times.  If your child asks not to participate in any group activity for 
that day, his or her wishes will be respected.   
The study will ask you and the classroom teacher to rate your child’s sensory abilities in September 2010 
and then again in March 2011.  Your child’s teacher will fill out the Sensory Processing Measure – Main 
Classroom Form and rate your child’s performance in cognitive and behavioral tasks using the School 
Functional Assessment near the end of the first and third marking period.   
Parents will complete the Short Sensory Profile and the Sensory Processing Measure. – Home Form.  All 
data will be kept confidential and locked in a file drawer in Dr. Lust’s office with limited access.   
I am excited to have Dr. Lust and her graduate student back at Oakwood. This program will not disrupt 
our regular day and I believe the students will really enjoy it.  
Please complete the attached permission form and return it to school no later than September 23rd.  If you 
have any questions, please feel free to call Dr. Lust at W# 252-744-6193 or H# 252-756-3939.   
 
Warm Regards,  
Robert R. Peterson 
Head of School   
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____ Yes, my child __________________________________   
may participate in the 5 month, Alert Program being offered at Oakwood School.  I also give 
my permission for the classroom teacher to complete the Sensory Processing Measure – Main 
Classroom Form and the School Functional Assessment – the Cognitive/Behavioral Task 
section in September 2010 and again in March 2012. I also agree to complete the Short 
Sensory Profile and the Sensory Processing Measure – Home Form in September 2010 and 
again in March 2012. 
_____  No, my child __________________________________   
may not participate in the 5 month, Alert Program being offered at Oakwood School.  I also 
do not give my permission for the classroom teacher to complete the Sensory Processing 
Measure – Main Classroom Form nor the School Functional Assessment – the 
Cognitive/Behavioral Task section in September 2010 and again in March 2012. I also do not 
agree to complete the Short Sensory Profile and the Sensory Processing Measure – Home 
Form in September 2010 and again in March 2012. 
 
 
Parent signature: _______________________________ 
 
Date: ______________________________ 
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TO:  Williamston Primary School Kindergarten Classroom Parents  
FROM: Serena Paschal  
Williamston Primary School Principal  
Carol A. Lust Ed.D, OTR/L  
East Carolina University –Principal Research Investigator    
SENT:  10-6-10 
RE:  Parent permission for you and your child’s teacher to complete 2 assessments in October 2010 (pre-
test) and again in March  2011 (post-test).  
Our school has been invited to participate in collecting preliminary data for an exciting new research 
project with East Carolina University’s Department of Occupational Therapy.  The project will begin to 
collect data to learn more about how to help kindergarten students better attend in the classroom.  The 
project will specifically begin looking at your child’s sensory abilities.     
We’d like your permission for you and the classroom teacher to rate your child’s sensory abilities in 
October 2010 and then again in March 2011. Parents will fill out the Sensory Processing Measure – 
Home Form. Your child’s kindergarten teacher will fill out the Sensory Processing Measure – Main 
Classroom Form and rate your child’s performance in cognitive and behavioral tasks using the School 
Functional Assessment near the end of the first and third marking period.  All data will be kept 
confidential and locked in a file drawer in the Principal Investigator’s office with limited outside access. 
Toward the end of the school year data findings will be shared with our school. 
As principal of Williamston Primary School, I have approved this research project and I hope you will 
support it too. 
Please complete the permission form on the next page and return it to school as soon as possible, no later 
than October 14th.  If you have questions, please feel free to call the principal investigator, Dr. Carol Lust 
at W# 252-744-6193 or H# 252-756-3939 or speak with Mrs. Paschal at 252-792-3253.  
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_____ Yes,  
I support this research project to learn more about how to help improve kindergarten students’ attention in 
the classroom.   I give my permission for the classroom teacher to complete the Sensory Processing 
Measure – Main Classroom Form and the School Functional Assessment – the Cognitive/Behavioral Task 
section on my child ___________________ (name) in October 2010 and again in March 2011.  I also 
agree to complete the Sensory Processing Measure – Home Form in October 2010 and again in March 
2011. 
_____  No,  
I do not support this research project to learn more about how to help improve kindergarten students’ 
attention in the classroom.  I do not give my permission for the classroom teacher to complete the 
Sensory Processing Measure – Main Classroom Form and the School Functional Assessment – the 
Cognitive/Behavioral Task section on my child _________________ (name) in October 2010 and again 
in March 2012.  I do not agree to complete the Sensory Processing Measure – Home Form in October 
2010 and again in March 2011. 
 Parent/Guardian signature:  ___________________________________ 
Date:   ________________ 
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APPENDIX C: SCHOOL FUNCTION ASSESSMENT 
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APPENDIX D: SENSORY PROCESSING MEASURE – CLASSROOM FORM 
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APPENDIX E: SENSORY PROCESSING MEASURE – HOME FORM 
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APPENDIX F: SENSORY PROFILE – SHORT FORM 
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APPENDIX G: SAMPLE DAILY SCHEDULE 
 
 September 23, 2010 
Materials 
Needed/Set-up 
1 large speedometer and 1 small speedometer 
15 pictures displaying Alert levels 
1 bean bath with pictures of Alert levels 
5 wiggle seats 
3 large colored circles 
2 scooter boards 
3 oral motor toys 
28 pieces of Smarties, marshmellows, Tootsie Rolls, and 
Starbursts 
Puzzles 
3 bolsters 
Activity 1 Morning Song – “In the Middle” in large group(5 
minutes) 
Activity 2 Learn and do Movement Song – “Boom Chicka Boom” fast and slow in large group(5 minutes) 
Activity 3 
Teach Alert engine levels & have child identify 
(individually or with help from class) levels in the pictures 
& have child put them in the correct spot on the 
speedometer (10 minutes) 
Activity 4 Touch activity – find and identify Alert engine level pictures in bean and discuss (10 minutes) 
Activity 5 
Oral motor activity – try different oral motor toys and 
candies with different tastes and textures; discuss 
preferences (10 minutes) 
Activity 6 
Motor/heavy work activity – push OT students on scooter 
boards at different Alert speeds; work on puzzles while 
lying prone over bolsters (10 minutes) 
Activity 7 Gather back into large group, discuss favorite activities of the day, sing “Goodbye Song” 
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APPENDIX H: SAMPLE CENTER ACTIVITIES 
Weeks: January 24th – February 4th, 2011 
Activity 1: Touch 
Directions: Sit in ball chair. 
Clean Mud 
1. Open the lid of the plastic container that contains the clean mud. 
2. Remove 2 handfuls of clean mud and place it on the mat in front of you. 
3. Roll out 3 different sized balls (small, medium, large) to make a snowman. 
4. You may make 2-3 additional snow shapes if you would like.  Try to make them fit inside 
the outline of the boxes on the mat. 
5. When you are done, please put the clean mud back into the plastic container. 
6. Good work! 
Activity 2: Education 
Directions: Sit on the yellow peanut or place a wiggle seat in your chair. 
Alert Picture Cube and Meter 
1. Take the large red dice and roll it on the table in front of you. 
2. Look at the picture on top. 
3. Using the Alert meter, move the dial to how you think the person in the picture is feeling 
(low, just right, or high). 
4. Good work! 
Activity 3: Mouth 
Directions: Sit on the yellow peanut or place a wiggle seat in your chair. 
Dinosaur Caves 
1. Take 1 straw and blow 1 of the 3 colored puff balls into the correct matching color cave. 
2. Now try to blow the 2nd and 3rd colored puff balls into their correct matching color caves. 
3. The cave openings are different sizes so some will be harder than others. 
4. When you are done, put the colored puff balls back into the starting positions. 
5. Throw your straw away. 
6. Good work! 
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